Several large case-control studies of cutaneous malignant melanoma published since 19801-8 have considerably advanced our knowledge ofthe aetiology of the disease, although the contribution to the risk from occupational factors is still uncertain, only a few studies showing evidence ofan occupational risk. 9 The study reported here was set up in 1961 in order to test hypotheses which were current at that time about the aetiology of melanoma. In addition to the now established risk factors, such as complexion, reaction to the sun, and sun exposure, data were collected about exposure to a variety of potential carcinogens including cutting oil and mineral oil. Cutting oils used in the engineering industry are knoWn to cause cancer of the skin, especially of the scrotum. 1 Few occupational exposure data have been collected in previous studies of melanoma, but findings from a variety of studies9 suggest that petrochemicals, polychlorinated biphenols (PCB), and ionising radiation exposure may be important.
Recent studies have consistently reported the strongest risk factors as (a) red hair, with an odds ratio in the range 2.0-5.9 compared to dark hair; (b) skin reaction to the sun (it is not yet clear whether burning, blistering, not tanning, or freckling is the most important) with risk factors of 2.0-3.5 compared to skin that tans and does not burn. This factor also seems to explain any risk associated with light skin colour. Finally, (c) the 
Results
There were 268 cases, 148 with superficial spreading and 120 nodular melanomas. There were 1577 controls in the same period. The controls presented with over 100 different non-malignant skin conditions, the majority (79%) falling into the 17 groups shown in Table 2 shows the odds ratios for exposure to opportunity, not only on holiday; "keen gardener" or "outdoor sportsman" meant the pursuit of the hobby most weekends throughout the season. None of these factors showed an excess risk. Residence in the tropics, however, was more common among controls than cases, giving an anomalous result with an apparent significant protective effect for melanoma. The definition of tropical or subtropical was arrived at using a reference list of countries together with the patient's own knowledge of the continent in which he or she had lived. The proportion of the population with tropical residence was high at more than 25%, but we have no figures for a comparable group drawn from the general population. All patients of nonEuropean ethnic origin were excluded from the analysis. The duration of residence in years was recorded (less than one year not being counted) and age at first tropical residence. The majority of patients (62%) who had lived in the (sub) tropics had long durations of five or more years, and two-thirds were first exposed as children (age 0-14). Adults mainly stayed for short durations (eg, in the armed forces). So large a fraction (40%) had young exposure with long duration that these two factors were strongly confounded. However, there was evidence of a doseresponse relation for melanoma with increasing duration ofresidence in the tropics, residence offive or more years carrying almost twice the risk of shorter durations. The low overall odds ratio for melanoma appears to be due to the effect of intense sunlight on the control conditions, although there was no evidence that conditions such as actinic keratosis or basal cell papilloma were more frequent among controls with tropical residence than among those without. Table 6 shows the results for various other factors. A significantly lower risk of melanoma was observed in smokers. A raised risk was observed in diabetics. Although this was based on small numbers it seemed worthy of further investigation. The raised risk was present only in women (RR= 3.72, n = 10, p = 0.002, CI = 1.64-8.45). However, examination of the hospital notes for the 10 female diabetic melanomas showed that four of them were diagnosed as diabetic after presentation (three at recurrence or relapse) and these were recoded as non-diabetic at presentation. Thus six female diabetic melanomas remained, four of which were diagnosed at least two years prior to presentation and two at presentation. It is common for matureonset diabetes to be diagnosed at presentation to hospital for an unrelated condition; all cases and controls were given glucose tolerance tests if indicated at presentation. The final risk estimate, adjusted for both age and year. of diagnosis, was 2.18 and was significant only in the postmenopausal women aged over 50 (RR=4.13, n= 5, p=0.02, CI = 1.34-12.69).
Very few patients recorded a positive family history (table 6) ofpsoriasis, eczema, migraine or hay fever. A family history of skin trouble, diabetes, and cancer was more common, only the latter showing a significant result which may well reflect recall bias. 
